is given as early as possible, or that the shock is more severe when one has been under the impression for some time that the baby is normal (Cowie, 1966) . The gratitude of parents for early information was borne out in the earlier study of Drillien and Wilkinson (1964) . They investigated a series of 70 mothers of mongols, and found that those who spoke most appreciatively were those who were told soon after birth and given the opportunity for regular advice and support. Although these responses were elicited from the parents of mongol babies, the same principle applies in the case of parents of babies with other conditions associated with mental handicap, including phenylketonuria. In phenylketonuria, immediate disclosure of the diagnosis is essential so that the treatment can be started; but it is reassuring to know that as a general rule parents are in the end grateful for being informed early.
Problems may arise when re-testing is carried out in the case of babies with a phenylalanine level of 4-6 mg. The chances are only slight that the baby is phenylketonuric, and although the laboratory emphasises that this is a routine re-check, the parents may worry. At such a time reassurance from all sides is called for, and communication and co-operation between the laboratory, the paediatrician, the general practitioner and the health visitor will help, so that all may give support to the parents until the result of the test is available.
Many doctors fall into the trap of underestimating the comprehension of their patients or patients' relatives. This may stem from the doctor's own lack of ability to express himself in simple terms. Quite complex notions can be put across to most people if broken down patiently into easy stages and explained in everyday words. It is very necessary for parents who have been told their baby is phenylketonuric to understand the meaning of this diagnosis in terms of a chemical disorder in the body, its usual association if untreated with severe mental handicap, the principle of the diet and the necessity of adhering to it, and the genetical 113 implications. It is not fair to expect parents to grasp all this in a single interview; regular meetings between the parents and the doctor should be arranged. These are especially necessary in the early stages when the parents come each time with many new questions or expressing misunderstandings; also a positive relation between the parents and doctor gives them emotional support which is often badly needed following the initial shock. Frequent regular meetings should, of course, be continued throughout the years while the dietary treatment is being administered. As McBean (1971) points out, some mothers, finding that dietary indiscretion does not lead to immediate mental retardation in the child, are inclined to disbelieve the diagnosis. Sometimes constant encouragement and advice is needed to prevent the mother lapsing in her efforts with the diet.
As regards genetical counselling, in phenylketonuria McBean (1971) says that this is meaningless to people of simple intelligence, and few can be expected to understand the recessive mode of inheritance of this disorder if they already have two or more affected children or know of other families where this exists. My own experience is at variance with this; I have found that by explaining the genetical risk in very simple betting terms as odds that apply to each birth as a single independent event as opposed to expected proportions of affected offspring in sibships, very few parents fail to grasp what is meant. It is the right of every parent of reproductive age to have the benefit of genetical counselling in terms that he can understand. Fortunately there is an increasing awareness in the medical profession of the importance of genetical counselling. The earlier disgraceful neglect to give proper genetical advice is exemplified in the studies of Holt (1957 Holt ( , 1958 . In Sheffield he investigated the influence of a retarded child on family limitation in 201 families. In the whole group, the number of parents who had been given advice about further offspring 'did not reach double figures'. More importantly, many had been merely told in the absence of a thorough examination, their child was 'M.D. and nothing can be done'. Many of the doctors seemed lacking in their knowledge of genetical principles.
Problems more complex than those of straight genetical counselling may need going into with parents. For example, a condition such as histidinaemia or hyperprolinaemia may be diagnosed in biochemical screening. Such conditions may enhance vulnerability, but nevertheless no causal relationship has been established between mental handicap and the biochemical abnormality. Moreover, no treatment of proven value exists. Various courses are open to the clinician. Here, where the issue is not clear-cut, he may decide to avoid disclosure to the parents until there has been time to observe the clinical course for a while. On the other hand, he may favour immediate frank discussion with a full discussion of the known facts in terms that the parents will understand. Such a discussion should take place in any case sooner or later, with explanation of the genetical implications. The timing depends very much on individual circumstances ; always, however, the support afforded by frequent counselling is called for.
PRENATAL SCREENING IN AMNIOCENTESIS
This subject is dealt with fully elsewhere and I will make only one or two points which are not often considered. They are, nevertheless, of great sociological importance in that they show that the decision whether or not to undertake prenatal diagnosis by amniocentesis is governed by individual considerations in every case; above all, of course, by the wishes of the expectant mother herself and her husband.
There are many reasons why the antenatal diagnosis by amniocentesis may be refused. Most commonly, perhaps, a couple are unable to contemplate termination of pregnancy, should this be indicated, on religious grounds or general feeling of conscience that the rights of the unborn child should be protected. But the suggestion of amniocentesis is sometimes rejected on more specific individual grounds. Such an example was seen in the case of a mother who had borne a mongol son. She said she would never be able to accept prenatal diagnosis in any future pregnancy, because of her love for her present child, and the conviction this had given her that even if she were told that she was pregnant with another mongol, she would still want to bear that child.
This case is perhaps an unusual one, and more commonly mothers who have borne one affected child fear the birth of another, and welcome the opportunity of prenatal diagnosis afforded by amniocentesis. Fortunately, in the majority of cases of such mothers, when amniocentesis is carried out, one is able to give the reassurance that the foetus is normal in subsequent pregnancies. This positive aspect of reassurance to the mother is often overlooked. It is overshadowed by the pros and cons of abortion should this be indicated.
It would be excellent if a nationwide screening service could be set up for prenatal diagnosis by amniocentesis for mothers with higher risk pregnancies (elsewhere I have suggested criteria for their selection; Cowie, 1971) . Such a service would merely provide availability and the decision as to whether or not it were to be used would, of course, be made by the prospective parents themselves. Because of the many considerations entering into this decision, including religious and emotional elements, a screening service of this kind could not be envisaged as ever being as comprehensive as the biochemical screening services, notably those for phenylketonuria. Nevertheless, there is a growing demand for prenatal diagnosis by amniocentesis and it is to be hoped that soon this will be developed widely on a service basis.
